Among the rare primary pulmonary sarcomas are included the extremely rare rhabdomyosarcomas, of which only 18 non-teratomatous cases have been previously reported, including two cases of tracheal rhabdomyosarcoma.'5
Among the rare primary pulmonary sarcomas are included the extremely rare rhabdomyosarcomas, of which only 18 non-teratomatous cases have been previously reported, including two cases of tracheal rhabdomyosarcoma. '5 We describe here a case of endobronchial rhabdomyosarcoma where the diagnosis was confirmed by electron microscopy. The patient suffered recurrent asphyxial attacks ending with suffocation because of occlusion of both main bronchi by the highly mobile tumour.
Case report
A 70-year-old woman was admitted for evaluation of coughing and general deterioration. She had had a cutaneous malignant melanoma between the scapulae removed surgically six years previously and no signs of spread had been found on follow-up. Her past medical history was otherwise unremarkable and she was a non-smoker. Shortly before admission she developed an irritating unproductive cough which became worse when she was recumbent. Chest radiographs showed bronchial occlusion and atelectasis of the right lower lobe.
Repeated cytological analyses of sputa and bronchial lavage specimens showed no malignant cells. At fibreoptic bronchoscopy a tumour was seen to be occluding the right main bronchus, and was falsely interpreted as a metastasis from her previous melanoma.
The patient often sat up in bed as asphyxial attacks were precipitated by certain movements. She deteriorated rapidly and three weeks after admission she died in an attack of acute asphyxia.
At necropsy, an elongated smooth polypoid tumour measuring 4-5 x 1 x 1 cm was found in the right main bronchus. The tumour originated from the distal part of the lower lobe bronchus, attached by a slender elastic stalk. The growth was entirely endobronchial and without extension into the adjacent lung. Because of its elasticity and smooth surface, the tumour could easily be displaced proximally so as to meet the left tracheal wall and occlude the left main bronchus also (fig 1) . The bronchi distal to the tumour were filled with mucus and the lung was collapsed. Soft metastatic tissue was found in the adipose tissue in the right axillary region but not elsewhere in the body.
Histologically, the tumour pedicle was found to extend into an intercartilaginous space but not into the adjacent lung tissue. The tumour was partly covered by bronchial epithelium with a high degree of squamous metaplasia. The growth consisted mainly of fascicles of strap-or spindle-shaped primitive mesenchymal cells (fig 2a) . Some areas had a loose myxoid stroma. The nuclei were sometimes large, pale, and vesicular, sometimes pyknotic. A few atypical mitoses were observed. The cytoplasm was more or less acidophilic, with delicate fibrillations in the cytoplasmic extensions. Occasional cells were larger than this background population, with a deeply acidophilic cytoplasm and somewhat larger nuclei, typical of rhabdomyoblasts.
Cross-striation was suspected in only very few cells. Therefore parts of the paraffin-embedded tissue were dewaxed and processed for electron microscopy. In 
